INTRODUCTION
Access to health care by pregnant women for hospital childbirth may be influenced by sociodemographic aspects or obstetric characteristics. The concept of access refers to the individual being admitted to the health system, but may also be defined in accordance with the final objective of the care and the results attained (1) . The insufficiencies in Brazilian obstetric care relate not only to access but also the poor distribution of beds that results in long journeys by pregnant women seeking vacancies to give birth, exposing them to risks and aggravation of their situation (2) . The search for a hospital by pregnant women for childbirth and the healthcare at the first hospital sought after has been improving in the country, and the south region has better access indicators, given that it has been identified that 96% of women gave birth at the first hospital sought (3) . This index may give the false impression of a sufficient number of beds in the region, however, what is often observed is a disordered flow of pregnant women seeking healthcare at the reference units, which are often the units with greater complexity (4) . Some studies on access to the hospital network at the time of birth have used the term "pilgrimage" to represent the path taken by women in search of healthcare. Therefore, the pilgrim represents women that have been unsuccessful in their attempts to seek healthcare (4) (5) . In the capital of the State of Maranhão, Brazil, it was verified that many women seek more than one health service and pass through at least two maternity wards in an attempt to seek assistance during childbirth, with lack of beds as the main reason for rejection (4) . In a study conducted in the city of Rio de Janeiro, Brazil, 36.6% of pregnant adolescents had unsatisfactory access to childbirth, which was characterized by the mismatch between the place of residence and the place of birth. It was also verified that 20.7% of them did not give birth in the first hospital sought. Age, level of education, marital status, income and race/color were some factors that did not interfere with access (6) . The city of residence is also a factor that can influence access, considering women differently if they live in cities other than that were the reference hospital for childbirth assistance is located. In a study conducted on all Brazilian cities, the distance between the place of residence and place of birth compromises geographical access, and constitutes a risk factor for child mortality (7) . In the same study, it was also observed that the characteristics of the city, such as population size and per capita income had an inverse relationship with geographical distance, i.e. the lower the population and income, the large the distance traveled for healthcare during childbirth (7) . Given the above, the analysis of access to hospitals by women during childbirth for healthcare may contribute to understanding the organization and weaknesses of public healthcare services for women in the pregnancy-puerperal cycle, as well as understanding how professional practices respond to the principles of integrality and problem-solving in healthcare (8) . Therefore, the present study aimed to analyze the socioeconomic, demographic, obstetric, neonatal and healthcare factors associated with access to healthcare by women during childbirth at two university hospitals in the state of Paraná, Brazil in 2011.
METHODS
A transversal study was conducted on puerperal women at two university hospitals in the State of Paraná, located in the cities of Maringá and Cascavel. The study included women attended to at the time of birth, during a month period, totaling 310 puerperal women. Eleven losses occurred owing to early discharges, before the pre-established period at the institutions, as well as refusal to participate in the study.
The data was collected in a 30 day period, during the month of December 2011, using a mixed questionnaire with open and closed questions, with 37 questions in total. The interviews were conducted mainly at the Maternity Wards at two university hospitals, however, they were also conducted at units in which women were hospitalized for the first 72 hours after birth, such as emergency rooms and obstetric centers, owing to a lack of room for hospitalization on the maternity wards.
The independent variables were the socioeconomic and demographic information, previous/current obstetric history, neonatal data and healthcare data. The age, marital status, race/color, level of education, city of residence and occupation were selected from the socioeconomic and demographic information. For the previous/current obstetric history and neonatal data variables, the type of birth, gestational age, weight of the newborn at birth and complications during the current pregnancy were selected. For the healthcare data, the reason for nonattendance or justification for referring the patient, method for traveling to the university hospital (car, tax, bus, ambulance and others) and the need for a vacancy at the neonatal ICU were analyzed.
The dependent variables in the study were access to childbirth and the city of residence. Access to childbirth was considered as receiving care at the first hospital sought. Two questions were asked for this: "Did you receive healthcare at the first hospital sought?" and "How many hospitals did you need to visit?". The city of residence was analyzed separately as a dependent variable, divided into the city where the university hospitals providing the care were located, or otherwise.
The program Excel® was used to tabulate the data and the software Statistica 7 was used for the descriptive statistical analysis. The test for association of the variables was chi-squared, considering  = 5%. The Odds Ratio (OR) was used to measure the magnitude of the association between the variables.
The study was undertaken in accordance with that foreseen in resolution 196/96 from the National Research Ethics Commission -CONEP and the project was approved by the Committee for Research Ethics with Human Beings at the State University of Maringá, under report nº 657/2011. The women signed the Declaration of Free and Clarified Consent (TCLE), agreeing to participate in the study.
RESULTS

Characterization of the puerperal women, access to childbirth and associated factors
The average age of the women was 24.6 ± 6.6 years and the majority was married (86.1%) or had a stable union, and only 11.9% were single. It was verified that 48.4% considered themselves as white, 9.8% as black and 41.8% as mixed race. It was verified that 65.2% had not finished secondary education, 57.4% were housewives, 26.8% were registered salaried workers and 34.5% lived in cities neighboring the two cities where the university hospitals in the study were located. More than half (58.7%) had a vaginal birth and less than half (43.2%) were primigravidae.
In relation to the birth conditions, the majority of births (82.3%) occurred at 36 weeks of pregnancy or more, and 12.65 of newborns were born with a low weight, the majority of which (87.2%) were transferred to neonatal ICU after birth. 55 (17.7%) of the puerperal women interviewed did not have adequate access, as they had to search for more than one hospital for assistance during childbirth ( Table 1) .
The city of residence was the only socioeconomic and demographic variable that presented an association with childbirth care (Table 1) . Obstetric, healthcare and newborn variables showed an association with gestational age, weight at birth, complications during the current pregnancy and failure to receive care at the first hospital sought. Women who did not give birth at the hospital in their city of origin had six times the chance of being transported to a university hospital by ambulance than another means of transport (Table 1) .
Differences were observed in the characteristics of the women according to the city of residence. Those living in the city other than where the university hospital was located had a higher percentage of adolescents (p = 0.016) as well as a higher percentage of those that did not concluded secondary education (p <0.001). Approximately 45% of the women that did not live in the city where the university hospital was located were not attended to at the first service sought, contrasting with only 3.5% of the women residing in the said city (p <0.001). Not residing in the city where the university hospital is located is associated with a preterm gestational age (p= 0.004) and the need for a space in the neonatal ICU, as 25.2% of women giving birth that resided outside of the city had premature newborns requiring neonatal ICU care (15.9%). Living in another city is associated with transport via ambulance (p <0.001). This allows us to infer that such women were referred and transported safely to the reference hospitals (Table 2) .
Reasons for referral to another service
In relation to the reasons for not receiving care during childbirth at the first service sought, few women (5.4%) reported that they did not know the reasons, some justifications were being primiparous (5.4%) and not effectively being in labor (14.5%). It is worth reiterating that in some cases, regardless of the pregnancy being high risk, the women were referred to due to the university hospital being a reference point for childbirth at the regional heath level, owing to the inexistence of hospitals or this type of care in the city of origin, as per the healthcare service flow ( Table 3) .
Type of complications during pregnancy
40% of the puerperal women interviewed report at least one complication during pregnancy, with the most frequent being hypertensive (23.3%) and urinary disturbances (22.6%) ( Table 4) .
DISCUSSION
The percentage of women that did not give birth in the first hospital sought was 17.7%. The reasons for not receiving healthcare at these hospitals, as reported by the women, were overall, the university hospital being a reference point, prematurity, lack of structure and lack of physicians. It was perceived in these reports that there is a flow of pregnant women in the direction of metropolises, which often overloads the healthcare network for childbirth in larger cities where there is a better healthcare structure (9) .
In a study of antepartum "pilgrimages", the occurrence of rejection of care owing to the professional affirming that pregnant woman was not in labor may demonstrate that many women are unaware of when labor has started and the correct moment for seeking hospital care, especially primiparous women (4) , which represented 4.32% in this study. However, even being evaluated as such, the birth occurred at another service, which is incoherent with the reason for referral.
Some of the reasons cited by the women deserve attention, such as the fact of the first institution not covering care under the SUS, which demonstrates the difficulty of operating a reference maternity network to be sought at the time of birth.
In relation to the factors associated with healthcare during labor at the first hospital sought, a relationship was not verified between the social and economic variables, unlike previous studies in other Brazilian regions where race/color, age, income and marital status had an association with antepartum "pilgrimages" (4, 9) . The city of residence was associated with receiving healthcare at the first hospital sought as women that lived in neighboring cities had to seek healthcare in their own city in order to then be referred to the university hospitals. In Cascavel Source: Research data. * There was more than one complication per puerperal woman.
Justifications
Monteschio 39841 and Maringá the reference point for realization of the birth is determined and/or advised during the prenatal. The neighboring cities belong to Regional Health Centers of the cities where the university hospitals are located, have health services that are part of the healthcare network for pregnant women, and are responsible for referral when required, and should also guarantee transport to the destination hospital.
Transport by ambulance had a significant relationship with not receiving care at the first hospital sought, which may indicated referral to a service with greater complexity, such as university hospitals. The presence of complications during the current pregnancy may constitute an indicator of gestational risk and, consequently, healthcare with greater complexity. In such cases, small hospitals should refer patients to the reference hospitals.
It was verified that hypertension and urinary tract infections were the most frequent complications during the gestational period and are the main causes of maternal and neonatal morbidity-mortality, culminating in a negative outcome, such as prematurity, near misses (grave maternal morbidity) and death. This fact is in accordance with the literature, which states that urinary tract infection is the most frequent clinical complication during pregnancy and, if not adequately treated, around 25% of cases may lead to acute pyelonephritis and even induce premature labor, by premature rupture of membranes (10) (11) . In relation to arterial hypertension, the national report affirms that although these diseases underwent an important reduction between 1990 and 2007, it is still indicated as a major specific cause of maternal death, with a maternal mortality rate of 15.1% (3) . Care during birth was associated with both gestational age and weight of the newborn at birth. The estimate fetal weight is undertaken to define the complexity of the care required for cases of low weight or very low weight at birth. With the complementary exams to support the diagnosis, i.e. ultrasound, the evaluation of the weight of the fetus may help to define the care to be rendered to the newborn.
A gestational age of less than 37 weeks and low weight at birth are determinant factors for neonatal morbidity-mortality and estimated survival of the newborn (12, 13) . Thus, factors such as gestational age and weight at birth probably motivated care not being provided at the first service sought by the pregnant woman, with consequent referral to hospitals with greater capacity for medium and high complexity healthcare.
70.3% of the women interviewed had a gestational age of over 37 weeks, and the birth took place at the first hospital sought. When the influence of the place of birth in relation to child mortality was observed, it was verified that premature newborns that required referral to a neonatal ICU at another hospital had a higher percentage of deaths. That is, transport of the pregnant woman to hospitals with neonatal ICUs would be an alternative that reduces child mortality, as speed in providing quality care to the premature newborn is fundamental for a favorable outcome (14) . The number of inhabitants in the city is considered as the condition for the existence of neonatal ICU spaces, i.e. the flow of pregnant women with perinatal risks for the larger cities included in this study is comprehensible.
The childbirth period generates anxiety for the parturient woman and her family (15) . The need to improve the coordination of prenatal healthcare services with reference to birth and increased coverage are fundamental for reducing the concern of parturient women and their families (4) . Although the Program for Humanization of Prenatal and Birth (PHPN) has the objective of coordinating the network that attends to women during pregnancy, birth and the puerperal period, assuring improvement of access (16) , there is still a great challenge in relation to healthcare for women during pregnancy and childbirth in relation to quality itself (17) . Health education for pregnant women improves the quality of care in the gestational period, improves the connection with professionals and health services, contributing to the integrality of the healthcare provided (18) . In this study, despite the results showing that the antepartum "pilgrimage" was configured as referral of those with high-risk pregnancies, demonstrating coordination between the networks in these cities, there was a small number of women that were not adequately referred and needed to seek assistance at other services, in accordance with the reasons reported by puerperal women for not receiving care at the first hospital sought.
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FINAL CONSIDERATIONS
The results show that residing outside of the city where the university hospital is located, being transported by ambulance and having had some kind of complication during the current pregnancy, observed through both the variable itself as well as the prematurity and low birth weight where determinant factors in receiving healthcare during childbirth at the first service sought. This evidence indicates that women living in other cities and with complications during pregnancy were referred to a reference hospital by the first service sought. The lack of structure at the first service sought by pregnant women and possible prematurity were the main reasons cited by women during interviews as justifications for the difficulty in receiving care during childbirth at the hospitals in their city of origin. Pregnancy with risk to both mother and fetus demands resources and care with higher complexity, with correct and safe referral of the mother required.
It is fundamental for the prenatal and childbirth healthcare network to have a hierarchy that establishes the flow of care in accordance with gestational risk, is dynamic and should reevaluated at any time during the pregnancy-puerperal cycle, prioritizing risk and enabling efficient and fair access.
Some of the limitations of the study include the interviews taking place at university hospitals, where the flow of staff, students and teachers is great, reducing the time available for interviews. The specificities of the Maternity Ward, such as realization of exams, talks, meals and visits, care of newborns and breastfeeding made collection difficult. However, the postpartum period is conducive to better elucidate the real healthcare rendered to parturient women.
